
 

Headache Center 

Please Fax referral form to: 320-240-2830  

                       1200 Sixth Avenue North St. Cloud, MN 56303, Phone: 320-240-2832 

Referring Physician Information 
Referring Physician Name: ________________________________________ 

Referring Physician Specialty: ______________________________________ 

Referring Physician Full Address: ___________________________________ 

Referring Physician Phone: ________________________________________ 

Patient Demographics 

Patient Full Name: _______________________________________________ 

Patient Date of Birth: _____________________________________________ 

Parent Guardian Name if minor: ____________________________________ 

Patient Full Address: ______________________________________________ 

Patient Home Phone: _____________________________________________ 

Patient Contact Preference Time: (circle one) Morning  Afternoon  Evening  

Reason for Consultation: __________________________________________ 

Diagnosis: ______________________________________________________ 

Insurance Information 

Primary Insurance Name: __________________________________________ 

Primary Insurance Type: ___________________________________________ 

 


